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Richard Davis

Boise Group Home #7 Daniel
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Boise, ID 83711

RE: Boise Group Home #7 Daniel, Provider #13G055

Dear Mr. Davis:

This is 1o advise you of the findings of the Medicaid/Licensure survey, which was conducted at your
tacility, Boise Group Home #7 Daniel, on June 3, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, which states that no
Federal deficiencies were noted at the time of the survey.

Also enclosed is a Statement of Deficiencies/Plan of Correction form listing State Licensure
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of Correction.
It is important that your Plan of Correction address each deficieney in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has been,
corrected. Do not address the specific examples. Your plan must describe how you will ensure
correction for all individuals potentially impacted by the deficient practice.

2. ldentify the person or discipline responsible for monitoring the changes in the system to ensure
compliance is achieved and maintained. This is to include how the monitoring will be done and

at what {requency the person or discipline will do the monitoring.

Identify the date each deficiency has been, or will be, corrected.

[

4. Sign and date the form(s) in the space provided at the bottom of the first page.
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinatily a
provider is expected to take the steps needed to achieve compliance within 60 days of being
notified of the deficiencies. Please keep this in mind when preparing your plan of correction.
For corrective actions which require construction, competitive bidding, or other issues beyond
the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by June 21, 2010,
and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution process.
To be given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2007-02. Informational Letter #2007-02 can also be
found on the Internet at:

http://www.healthandwelfare.idaho.gov/site/3633/default.aspx

This request must be received by June 21, 2010. If a request for informal dispute resolution is received
after June 21, 2010, the request will not be granted. An incomplete informal dispute resolution process
will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call this
office at (208) 334-6626.

Sincerely,
i %”/Z
IM TROUTE£TTER OR

NICOLE WISE

Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/srp

Enclosures
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The following deficiency was cited during the
; annual licensing survey.

The survey was conducted by:
Jim Troutfetter, QMRP

16.03.11.120.03(a) Building and Equipment MM380

MM380
The building and all equipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning, Walls
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washabfe surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects and rodents.
This Rule is not met as evidenced by:
Based on observation, it was determined the
facility failed to ensure the facility was kept clean,
sanitary, and in good repair for 5 of 5 individuals
{Individuals #1 - #5) residing in the facility. This
resulted in the environment being kept in
ill-repair. The findings include:

An environmental survey was conducted on
6/2/10 from 9:28 - 9:568 a.m. The following
concerns were noted;

- There was a hole approximately four inches by
four inches in the wall of the laundry room where
i the garage door handle hit.

- There was a hole approximately one inch by
, four inches in the bedroom wall of Individuals #1
~and #3 where the door knob hit.

- There was a hole approximately one inch by
- four inches in the bedroom wall of Individuals #2
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MMSBO? Continued From page 1

and #5 where the door knob hit,

- - The drain stop in the bathroom sink used by
! Individuals #2 and #5 was inoperable.

- Individual #4's dresser was missing the third

i drawer from the top.

- There was a hole approximately six inches hy
six inches in the wall below the emergency light
by the kitchen.

- There was a drawer missing below the
microwave in the kitchen.

- There was approximately two thirds of a six foot
by six inch cedar hoard missing from the gate on
the garage side of the house.

MM380
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Boise Group Homes - Daniel is in compliance
; with the requirements of 42 CFR 483 Subpart |,
. Conditions of Participation: Intermediate Care
- Facilities for Persons with Mental Retardation.
' The survey was conducted by:
Jim Troutfetter, QMRP
;
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Anv deficiency statement ending with an asterisk (*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
of afeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
foi.  .ng lhe dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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